Background: A mounting body of evidence indicates that lone mothers and their children are at higher risk of a variety of health problems. The dynamics of the relationship between social assistance, poverty and health are not well understood, and the study of this population presents substantial challenges. The purpose of this paper is to present an analysis of the state of research on lone parents, social assistance and health in an effort to make recommendations that will move the research forward.
T he relationship between socioeconomic status and health is well established in the research literature in Canada. 1, 2 There is also widespread evidence that mothers and children in loneparent families are more likely to be living in poverty 3, 4 and are at higher risk of a variety of health-related problems than their counterparts in two-parent families. [4] [5] [6] [7] [8] [9] [10] [11] The majority of lone parents are female, and almost half of them receive some type of social assistance (SA) transfer. Milligan and Stabile 12 found that 40% of single women with one child, 46% with two children and 52% with three children had positive SA payments; for most of these women, transfer payments were the main source of income between 1996 and 2000. In 2004, SA payments for lone-parent families with one child ranged from 48% to 70% of the provincial poverty line. 13 Given these results, it is not surprising that lone-parent families receiving SA have emerged as a critical risk group in Canadian health policy insofar as this group is affected by the consequences of both single parenthood and poverty. 14 Lone parents who receive SA are affected by several factors associated with poor outcomes for themselves and their children. However, the dynamics of the relationship among SA, poverty and health are not well understood. One obvious reason relates to the "co-morbid" factors of lone parenthood and poverty. Lone-parent status and low-income status have been shown to have independent associations with child health outcomes. 5 Poor families also tend to live in poorer neighbourhoods, where social capital is in shorter supply, and the children experience worse health outcomes than those living in better neighbourhoods. 15 There may also be factors related to the inevitable expression of dependency within the SA population. Literature related to work and health highlights the importance of a sense of mastery and control over one's environment as a key health determinant. 16 The dependency of SA recipients upon government policies and case-workers' interpretations of them may result in an extreme sense of dependency and "nonmastery".
The study of the SA population presents substantial challenges. 17, 18 The shift between receiving SA and working, interprovincial variation in SA policies/pro-grams and problems of sample size have limited the capacity of population-based surveys to support needed research in these areas. The lone-parent family group that is dependent on SA is heterogeneous in terms of the length of time that recipients receive SA, the reasons for applying, their educational and employment backgrounds and a number of other factors that could affect the relation between SA dependency and health.
The purpose of this paper is to present a brief overview of the results of a project designed to identify the needs, goals and opportunities in research on SA, lone parents and health in an effort to advance research in this area. The following section presents the results of a social policy review conducted to identify policy trends concerning SA in Canada. As well, a review of the relevant available research is presented. The purpose of this component of the project was to identify the extent of interprovincial variation in policy and to focus on key policy issues that need addressing. The subsequent section provides the results of a series of interviews conducted with key informants in government, non-governmental organizations and academia to gather information about research obstacles, opportunities and priorities. Finally, the last section offers a series of recommendations, obtained from a consensus-building workshop that used the results from the policy and literature reviews and interviews, pertaining to research priorities, data infrastructure and dissemination. It is hoped that the recommendations will move forward the research, and thus evidencebased policies, relevant to the study of SA, lone parenthood and health.
Policy and literature review
Excellent summaries of Canadian SA policy are available in the literature, 19, 20 and the policy is briefly summarized here. Since the introduction of the Canada Assistance Plan (CAP) in 1966, SA funding has been costshared between the federal and provincial/territorial governments (and sometimes municipalities). Under CAP, SA was relatively stable with limited variation among provinces and territories. Provinces/territories set their benefit levels and administered the programs according to CAP conditions, and the federal government picked up half the costs. Caseloads were typically divided into "employable" and "unemployable" components, and lone parents were usually classified as unemployable until their youngest child reached the age of majority. Federal transfers for SA were "protected" insofar as they were separate from other social transfers for health and education.
In 1995, the federal government announced that CAP and Established Programs Financing (EPF -funding for health care and post-secondary education) would be combined into a new program, the Canada Health and Social Transfer (CHST). This would be a block fund for the programs covered, including health care. Under the CHST, the federal transfers for SA had to "compete" with transfers for health care and post-secondary education. As of 2004, the CHST was split into one block fund for health and one block fund called the Canada Social Transfer, in support of post-secondary education, SA and social services, including early childhood development, early learning and child care.
In addition to the SA funds, benefits and federal direct transfers to families have been important for family incomes (see Table I ). Recently, the National Child Benefit (NCB) supplement increased differences in SA programs across the provinces/territories (see Table II ). Jurisdictions were provided with the option of reducing their SA payments by the amount of the supplement if they agreed to re-invest these savings in initiatives that were designed to benefit lowincome families with children; except for Quebec, all provinces/territories became partners in the program.
Claims have been made that recent SA policy changes have been directed at reducing child poverty in Canada, but compared with other industrialized nations Canada reports a relatively high rate of poverty among both non-working and working lone-parent families. According to estimates from the Organisation for Economic Cooperation and Development (OECD), 22 73% of non-working lone parents in Canada lived in poverty in the mid-1990s. The rate was twice that of the Netherlands and Australia, 3 to 4 times higher than rates in the Scandinavian countries and 59% higher than the OECD average. Non-working lone parents were worse off in Italy and the US (79% and 93% respectively lived in poverty). The picture was somewhat better for working lone-parent families: 26% lived in poverty, but internationally Canada still fared poorly with a rate 4 to 5 times higher than rates in Scandinavian countries, 2.5 times the rate of Australia and 44% higher than the OECD mean. Canada did fare better than Germany and the US, where 32% and 39% respectively lived in poverty. Canada also devoted a smaller share of its Gross Domestic Product (GDP) to cash transfers to families than did most OECD member nations: out of 13 countries Canada ranked third lowest, 0.8% of GDP going to Family Cash Benefits, but higher than Germany (0.6%) and the US (0.2%); Australia and Norway led the countries, spending 2.2% of GDP. 22 Nationally, variation exists among provinces/territories with respect to the concentration of lone-parent families. In 2001, approximately 13% of families were A child tax exemption was provided to families with taxable income. 1945
The Family Allowance provided benefits to all Canadian families with children. 1973 Family Allowance levels tripled, were indexed to the cost of living and became a taxable benefit. 1978
The Refundable Child Tax Credit was income tested, providing maximum benefits to low-income families and no benefits to upper-income families. 1993
The Child Tax Benefit integrated the tax credit and the family allowance into a monthly payment based on family income and the number of children. A Working Income Supplement was also provided to low-income working families with children. 1998
The National Child Benefit Supplement (NCBS) is an income-tested benefit that replaced the Working Income Supplement, providing a benefit to all low-income families. This supplement is paid to low-income families as a supplement to their basic Child Tax Benefit. The combined program was renamed the Canada Child Tax Benefit (CCTB).
1998-2004
The main changes in policy between 1998 and 2004 have been increases in transfers paid to families with children through the National Child Benefit.
headed by a lone parent; Alberta had the lowest proportion (11.5%), and Nova Scotia reported the highest (13.9%). 23 Between 1991 and 2001, the number of female-headed lone-parent families in Canada increased by approximately 25% and was estimated to grow by another 10% by 2004. 23 On the other hand, the number of lone parents receiving SA peaked in 1995 and then declined by almost half by 2001, corresponding to a substantial increase in the employment rate of lone parents, from 52% in 1993 to 67% in 2000. Between 1996 and 2000 almost 74% of lone mothers with one child worked for pay (56% reported earnings as their major source of income). 12 The 2002 report on the NCB 24 claimed a reduction in the incidence of low income among lone parents from 40% in 1996 to 35% in 1999. During the same period, real welfare incomes for lone parents decreased by as much as 39%. 25 Average incomes and SA payments showed substantial variation across provinces/territories in 2004. 26 SA incomes for a lone parent with one child ranged from a high of $15,228 (70% of the provincial poverty line and 52% of the group's average income) in Newfoundland and Labrador to a low of $12,151 (48% of the poverty line and 26% of average income) in Alberta. Alberta had the highest average income for this type of family, at $46,059, and Newfoundland and Labrador had the lowest, at $29,551. In other provinces/territories, SA incomes for this group fluctuated between 50% and 60% of the poverty line and between 37% and 45% of average income. In 2004, approximately 16% of lone-parent families in Canada received SA. 26 For those moving from SA to work, loss of insurance benefits may be a concern. Low-income individuals without insurance may not see their physician when necessary because they lack the ability to purchase needed drugs. 10 Drug benefits for lone parents receiving SA varied little among provinces/territories (all provide benefits, although Nova Scotia had co-payments), but variation did exist with respect to the provision of benefits to lone parents following a transition from SA to employment. 27 All provinces/territories except New Brunswick offered some coverage to low-income families after they were no longer eligible for SA, but the duration of coverage varied. Newfoundland and Labrador offered 6 months' coverage, Nova Scotia offered a year, and Manitoba and Ontario offered drug coverage when drug costs "are high" as a portion of family income. The remaining provinces had drug benefit programs for all low-income families regardless of SA status; former SA recipients continued to receive coverage as long as they met low-income requirements. 27 Regulations regarding labour force participation and/or employment preparation differed across provinces/territories as well. Lone parents were required to begin a process for re-entry into the labour force when their youngest child reached the age of 6 months in Alberta. 28 Other jurisdictions had similar policies when the youngest child reached 2, 3 or 6 years. New Brunswick and PEI had no formal criteria. While work requirements were in effect in many jurisdictions, the availability of day care varied dramatically. PEI and Quebec provided the largest number of spaces (per capita), and Saskatchewan and Newfoundland and Labrador provided the fewest; differential budget allocations, subsidization and the mix of profit/non-profit provision were also a reality. 29 While considerable information is available on SA policy across Canada and research is available on lone parents, poverty and health, the available research on the impact of SA on health is much more limited, apparently resulting from the limited research infrastructure. Largescale population survey samples do not usually include enough SA recipients to provide reasonable analyses and, compared with some other countries, provincial caseload databases appear to be under-utilized. Much of the research on the health of lone parents and their children has been funded by Human Resources Development Canada and not by traditional health research funding sources. As well, relatively little of the research has appeared in traditional academic journals. Serious funding and dissemination issues need to be addressed.
In Canada, the evolution of investigations into lone parents (particularly lone mothers) and health follows the growth of the research infrastructure required for its support. Early studies used special surveys of local SA populations and typically addressed issues of employability. 30 The development and implementation of the 
Type
Description Province/Territory Social assistance offset SA payments are reduced by the amount of the NCB received. Children remain on the SA rolls, Ontario, PEI, and there is no structural change made to the SA program. The money saved by the province or Alberta, Manitoba, territory through the reduced SA payments is available for re-investment in other initiatives that Yukon, NWT and meet program requirements. Nunavut
Integrated Child Benefit Children are removed from the SA rolls, and families receive a separate income-tested child benefit. Saskatchewan and approach with adjustment This income is deducted from the mother's SA payment. The money saved by the province is British Columbia available for re-investment in other initiatives that meet program requirements.
Integrated Child Benefit
Children are removed from the SA rolls, and families receive a separate income-tested child benefit. Newfoundland and approach without This income is not deducted from the mother's SA payment. The estimated re-investment funds are Labrador and adjustment the fixed savings that have accrued to the province/territory since the introduction of the NCB, Nova Scotia including the savings from the restructuring.
No adjustments
This province passes the NCB supplement on to SA recipients with no adjustment to their rates and New Brunswick has not restructured SA programs. Consequently, no reinvestment funds are available.
Not a partner in the
A unified children's allowance for all low-income families removed children from SA caseloads.
Quebec benefit program
There is an integrated program through which single mothers receive benefits through provincial SA payments, and their children receive the benefits that all low-income children receive through the children's allowance program (since 1997)
Ontario Child Health Survey in the 1980s resulted in a number of studies on the impact of SA dependency on child health in Ontario. [5] [6] [7] 31 The availability of the National Longitudinal Survey of Children and Youth in the mid-1990s provided an opportunity for national studies, 8, 9 although the sample was too small to support meaningful interprovincial comparisons. The National Population Health Survey has been used to examine the health status of lone parents, 32, 33 but again the sample of SA participants limited the possibility of interprovincial comparisons, although Curtis and Phipps 4 offer an international comparison. Administrative (caseload) data have been employed to study the switch for women between receiving and not receiving SA 17 and the impact of drug prescriptions on this transition (unpublished data).* More recently, the Self-Sufficiency Project 34 and the Survey of Labour and Income Dynamics 12 have been used to examine the incentive for lone mothers to do without SA and return to work. This and other available research indicates that lone mothers who move from SA to work often end up in low-paying jobs with few benefits and little potential for improvement. [35] [36] [37] The health impacts of moving from SA to the labour force have not been examined extensively. The implicit assumption is that returning to the workforce has positive effects on health and well-being, but research is available indicating that this may not always be the case for mothers with very young children 38 or adolescent children. 39 Other research 40, 41 indicates that poor health may lead individuals to SA, and thus return to work may be difficult. More definitive research in this area is needed before conclusions regarding the effects of SA and "welfare-towork" policies on the health of mothers and children can be made, but substantial barriers to this type of research and its dissemination seem to be present.
Interview results
In an attempt to explain the dearth of research in the area of SA and health, interviews with a convenience sample of academic researchers (n = 11) and government and non-profit organizations (n = 19) were conducted. When asked why more collaborative research between government and other organizations on this important policy issue had not materialized, interview responses from government and non-profit organizations tended to point out frustration regarding the technical nature and comprehensibility of academic research. Academic research was seen as directed at other academics and inaccessible to nonacademics, including policy-makers and program providers. Academic research was stereotyped as being too theoretical (scientific research models can alienate partners and participants); lacking in a practical orientation; focused on very narrow topics; and lacking appreciation for the broader context. Interviewees felt that academic research was expensive and operated on a slower time-line than that required by the policy and planning world.
A concern that academic researchers were not interested in conducting the community-based, participatory and action-based research that policy-makers and program providers need was also expressed. There was a sense that there are an inadequate number of researchers, particularly in the social sciences and humanities and, finally, that privacy legislation and confidentiality concerns limit the availability of provincial/territorial SA databases for research.
On the other hand, academic respondents felt that the development of needed relationships of trust with people in government were difficult because of regular changes in the civil service and that there was a lack of stability in government policy interests, which change as political issues come and go. Academics also perceived a lack of individuals with research expertise in government leading to a lack of understanding of how long good research takes, and thus impatience with required timelines.
There was an impression that policymakers sometimes wanted to "own" the results of research so that they can control the dissemination, and, along the same lines, that government agencies may not be interested in objective research because the results may not be consistent with their political objectives. Academic researchers felt that policy-makers wanted definite answers and were impatient with the nuances of research results.
Surprisingly, academics also thought that research done by academics is often not very useful to policy-makers and service providers; they felt that development of better skills in communicating results to a non-academic audience was necessary. Academics recognized that more collaboration at earlier stages of research was needed, that a lack of trust between service providers and lone mothers in the SA world was evident and that this can make effective engagement of mothers in research difficult.
Workshop results
To move the research forward participants of a workshop † developed a framework, based on the priorities identified in the interviews, for the development of a program of research on SA and lone parents. The discussions also led to recommendations for data development and increased dissemination activities. The research framework (presented in Table III ) is based on three fundamental research areas: (1) the determinants and consequences of receiving SA for lone-parent mothers and their children; (2) the determinants and consequences of moving from SA to employment for lone-parent mothers and their children; and (3) the efficacy of interventions designed to support lone-parent families receiving social assistance. Within each of these major areas, related research questions and issues are organized under four levels of determinants and consequences: (a) individual, (b) family, (c) neighbourhood/community and (d) societal. As an example, the research regarding poor health leading individuals to SA would fall under major area (1), level (a), and whether poor health was a barrier to moving from SA to work 41 would be area 2, level (a).
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CANADIAN JOURNAL OF PUBLIC HEALTH S7 SOCIAL ASSISTANCE, LONE PARENTS AND HEALTH * Most of those interviewed on behalf of the provinces/territories indicated that their caseload databases could be used for academic research if conditions for privacy and confidentiality could be maintained. Guaranteeing such conditions is an important concern; if these data are going to be used extensively in research, obtaining permission from participants may be necessary.
Matching SA databases to other databases, such as physician billing and hospital separations databases, should be possible; most jurisdictions indicated that they had not had inquiries to do so. Only two provinces (Manitoba and Nova Scotia) have made copies of their databases available for academic research. † The workshop was held at Dalhousie University. Individuals from academia, government, health care, non-profit and non-governmental organizations were invited to attend. The participant list is available from the author.
The need for appropriate data to address the research priorities was also a major focus of workshop discussions. It was suggested that, in addition to increased use of provincial databases, linking of national survey data to information identifying lone-parent families and SA payments through income tax returns would offer an effective research tool. The linkage of these data to national mortality data and other health data sources would also be beneficial and has been demonstrated in previous projects.
Workshop participants recognized that technical barriers exist to linking databases that were not designed for this. The use of data that were not obtained for the purpose of research raises ethical concerns, and maintaining confidentiality/privacy issues was paramount. As well, jurisdictional and political issues may arise when an attempt is made to merge provincial/territorial and national data. Thus, workshop participants suggested that feasibility studies should be undertaken of linking, first, provincial/territorial SA caseload databases with health service utilization, mortality, justice, child care, and child welfare data; and, second, linking national Canadian Institute for Health Information data, income tax, mortality and other health survey data within Statistics Canada to create a national population-level longitudinal database on SA and lone-parent families in Canada. The feasibility studies would investigate technical, ethical, jurisdictional and political issues concerning the data development and suggest possible solutions.
Finally, SA, lone parents and health is relevant to a wide number of sectors and disciplines within universities, government and non-profit organizations. Within academia, the study of SA has involved social workers, economists, sociologists and psychologists in addition to health science professionals. Within government and the non-profit sectors, it involves SA providers, employment services, child care services, housing services, recreation services, education, community development and advocacy. Therefore, the challenges of disseminating research in this area are substantial. To address these challenges, it was proposed that a national consortium (or centre of excellence) in SA and health be created that would include representatives from all relevant sectors and levels of government. The national consortium should be linked to a number of local networks in selected communities. The initial communities would be chosen on the basis of their links to representatives in the national consortium and would reflect an appropriate mix of urban, rural, First Nations, French, English, non-native and native-born Canadian communities.
The proposed consortium would be linked by a bilingual Web site, which would be developed to meet the needs of local and national representatives for the following purposes: (1) to review the state of knowledge about SA and health in Canada in order to continually redefine research and infrastructure priorities and to disseminate the latest state of the knowledge to relevant sectors and communities, and (2) to review best-practice research and to develop/dis- seminate guidelines pertaining to best practices in SA, lone parents and health.
CONCLUSION
Provincial/territorial governments are responsible for the provision of SA and other social services in Canada. It should not be surprising, therefore, that a substantial degree of variation exists among jurisdictions. The nature of the variation, however, is complex and does not fall into well-defined categories that would lead to clear hypotheses regarding differences. For example, British Columbia and Alberta have the lowest rates of poverty among lone parents, but the dynamics behind this appear to be quite different. In Alberta, the lower rate seems to be largely due to higher rates of labour force participation among lone parents; the province offers low levels of SA benefits and invests relatively little in day care. In BC, the lower rates of poverty in lone-parent families appear to be related to higher benefit levels and a moderate rate of labour force participation. Newfoundland and Labrador, Nova Scotia, Manitoba and Saskatchewan reported the highest rates of poverty among lone-parent families. In Nova Scotia, Manitoba and Saskatchewan, the high poverty rates match lower benefit levels and lower rates of labour force participation, particularly among lone parents with pre-school children. Newfoundland and Labrador, on the other hand, had the highest SA rates in the country and the lowest labour force participation rates. Among the eastern provinces, New Brunswick appeared to be an anomaly: it had lower rates of poverty, primarily because of higher rates of labour force participation, particularly among lone parents with pre-school children and mid-range SA incomes. PEI also reported relatively high rates of labour force participation and moderate benefit levels.
This variation creates the possibility for "natural experiments" to examine the health implications of different policies and practices. The pace of policy change, however, has created problems with respect to developing meaningful research questions around specific policy initiatives. With more stability within the policy environment, the use of natural experiments may become more feasible.
Interviewees and workshop participants recognized substantial impediments to research in this area. A research agenda, data development and dissemination activities were proposed to increase the research activity. It was also recognized that past research on the subject tended to be based on individual disciplines with relatively little cross-disciplinary collaboration, and thus future research should be based upon multi-disciplinary collaborations that reflect, at minimum, the following disciplines: epidemiology, medicine, economics, social work, psychology and sociology. The multi-disciplinary approach should also reflect a variety of methods in quantitative and qualitative research. A multimethod approach was seen as necessary to ensure that all relevant disciplines participate fully and to capitalize upon the strengths of various methodologies.
The challenges identified with respect to dissemination and the need for multidisciplinary and cross-sectoral initiatives would support the use of a model that is similar to the Community Alliance for Health Research initiative. Such an initiative should be developed as a partnership between the Canadian Institutes of Health Research and the Social Sciences and Humanities Research Council.
